Incipient upper airway obstruction presented as an emergency in an 18-year-old male from Saudi Arabia who suffered from xeroderma pigmentosum. He had complained of a sore tongue for five months and was having difficulty eating. The tongue had become inflamed, swollen, infected and had some prominent telangiectasia. He had had an ulcerated haemangioma removed from the tongue four years previously. While in hospital, there was sudden swelling and protrusion of the tongue over a few hours, with necrosis and bleeding of the tip. Breathing remained satisfactory although he was using his accessory muscles of respiration. Complete upper airway obstruction was thought to be imminent.
It was decided to ensure continued patency of the airway by awake blind nasal intubation. This method was chosen for the following reasons: 1. it was not possible to slide a laryngoscope blade over the tongue or even to depress the tongue more than a few millimetres because of the extensive nature of the swelling and the tenderness of the tongue; 2. anaesthesia or sedation were considered to be poten.tially dangerous; complete upper airwa) obstruction may have occurred once the patient's voluntary muscle power was reduced, and it would have been difficult to maintain an airway by mask if he had been anaesthetised, because of the swollen tongue ( Figure 1 ); 3. sero-sanguinous discharge from the tongue would have made the supine position difficult, as the fluid running back into the pharynx could have been inhaled or caused laryngeal spasm; 4. tracheostomy under local anaesthesia was considered to be potentially dangerous without an endotracheal tube in place.
The patient did not speak English, but his cooperation and confidence were obtained through an interpreter. He was placed on the operating table in the sitting position. Both nostrils were sprayed with 10070 cocaine. 10 ml of viscous lignocaine (containing 20 mg/ml of anhydrous lignocaine hydrochloride in a flavoured base) were deposited into the oropharynx through a long blunt needle passed along either side of the tongue. endotracheal tube well-lubricated with lignocaine jelly 1070 was passed down the rigIit nostril into the oropharynx and directed so that breath sounds transmitted through the endotracheal tube were maximal. The patient was asked to take some deep breaths and the tube was inserted into the trachea on inspiration. The patient accepted the procedure with a minimum of discomfort and tolerated the endotracheal tube once in place. After a few minutes, he became a little uncomfortable and was sedated with diazepam 5 mg and morphine 5 mg intravenously. The following day he had a partial resection of the tongue, the histology of which was anaplastic squamous cell carcinoma. He was extubated one day post operatively and returned to his ward.
DISCUSSION
Unfortunately it is often the junior anaesthetic staff of a hospital who are presented with an urgent problem of difficult airway management, and their experience is often limited. An approach to the management Anaesthesia and Intensive Care, Vol. X. No. 1, February, 1982 of difficult tracheal intubatiori has been well presented by Payne. 1 Awake blind nasal intubation occasionally provides the safest method of securing a patient's airway. It is a useful skill to acquire, and trainee anaesthetists should gain experience in the technique in suitable patients.
Sir Ivan MagilF in an historic lecture (1974) on blind nasal intubation, said its only remaining indication is in trismus or where the use of a laryngoscope is inadvisable and, occasionally, in cases where laryngoscopy is difficult, a nasal tube will enter the trachea with remarkable ease.
The skill of awake blind nasal intubation can easily be acquired if the option is considered when deciding the mode of intubation. Kopman et al. 3 describe 182 patients having awake nasotracheal intubation prior to induction of anaesthesia for surgery. Of these, 800J0 were intubated without resorting to laryngoscopy. Their indications for awake intubations generally fell into one of four categories: 1. full stomach, e.g. intestinal obstruction, active upper gastrointestinal haemorrhage; 2. anticipation of airway difficulty; 3. dental problems, e.g. extensive dental restorations; 4. miscellaneous, primarily patients with severe systemic disease. Most of their patients had premedication followed by intravenous supplementation. I have also occasionally found blind nasal intubation very useful in severe pulmonary oedema and drug overdose.
Sir Ivan Magill gives a detailed description of the technique of blind nasal intubation. However, the following points should make awake blind nasal intubation easier for the operator and less unpleasant for the patient. Full explanation of precisely what is to be done should be given to the patient. This is of paramount importance if the manoeuvre is to succeed, as one must have the patient's cooperation. Intravenous sedation or neurolept analgesia may be appropriate, as long as patient co-operation is retained. The manoeuvre should be performed with the utmost gentleness and the patient should be constantly reassured. The endotracheal tube should be well lubricated. If possible, the patient should be sitting up with the anaesthetist standing behind on a stool. Each patient should demonstrate free nasal breathing before nasal intubation to exclude nasal polypi. 4 Voluntary hyperventilation breathing 100070 oxygen for a few minutes before intubation minimises blood-gas alterations during the manoeuvre. 5 Local anaesthesia makes the procedure less unpleasant for the patient. This can be done as described in the case report. Other alternatives include: sucking anaesthetic lozenges; cricothyroid puncture and transtracheal injection; transcutaneous superior laryngeal nerve block; spraying down the endotracheal tube as it is slowly advanced; applying swabs soaked in local anaesthetic solution to block the superior laryngeal nerve. The technique used in this case was chosen for its lack of trauma to the patient. The maximum safe dose of local anaesthetic should always be calculated and not exceeded. Cocainisation of the nose will shrink the nasal mucosa reducing the likelihood of bleeding, as well as providing analgesia. In cases where regurgitation of stomach contents seems likely, it would seem wise to limit the extent of local anaesthesia and certainly to avoid transtracheal injection. This has been well discussed by Walts. 6 In conclusion, there are occasional situations when securing the airway by awake blind nasal intubation may be the safest method. Experience with this technique should be acquired during an anaesthetist's training, so that when faced with such a situation, he will be able to consider exercising this option. Patients will usually accept the procedure as long as a full explanation is given as to what is going to occur, and why this particular method has been chosen for them.
